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Abstract
Deaf patients are a population at risk of facing complications when seeking healthcare. Deaf
individuals experiencing health emergencies face the possibility of not having an interpreter
present for their medical evaluations leading to unwanted outcomes. In 2010, there were an
estimated 36 million people in the United States who were hearing impaired (Shuler et al., 2014).
Due to the prevalence of hearing loss, there is a need for a way to communicate with those who
are deaf, especially in emergency medical situations and this unprecedented time of COVID-19.
The purpose of this project was to provide a resource for medical providers who find themselves
caring for deaf patients in emergency situations when an interpreter is not immediately available.
Our group created an online resource with common medical and general American Sign
Language (ASL) signs, the fingerspelling alphabet, Deaf communication tips, and resources for
contacting interpreters in the state of Minnesota. This resource was then distributed to
Tri-County Health Care based out of Wadena, MN as well as the current students at Bethel
University’s Physician Assistant Program for their use. Our hope is that this resource will not
only help to bridge the communication gap for deaf patients and their healthcare providers, but to
help establish better patient-provider rapport and decrease negative health outcomes.
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Chapter 1: Introduction
Introduction
When healthcare providers and patients are unable to communicate effectively there
could be unwanted complications due to a language barrier (Hommes et al., 2018). Patients who
are deaf are one of the minority populations that are at risk of facing complications when seeking
healthcare (Bartlett et al., 2008). In 2010, there were an estimated 36 million people in the
United States who were hearing impaired and 500,000 of them considered themselves culturally
Deaf (Shuler et al., 2014). When accessing healthcare the presence of an interpreter is necessary
to ensure no pertinent information is missed and diagnoses and recommendations are
communicated effectively (Pendergrass et al., 2017a). In emergency situations, those who are
deaf risk not having an interpreter present because of the time it takes to find an interpreter or a
lack of availability (McKee et al., 2015). This chapter will describe the need for resources in
emergency situations for healthcare providers in order to better communicate with deaf patients
by providing background to the issue, problem statement, limitations, and defining terms
pertaining to the problem.
Background
The Joint Commission has encouraged healthcare facilities to provide educational
materials to their medical providers about deaf patients in order to bridge the language barrier if
interpreters are not available when caring for a deaf person (McKee et al., 2015). Although the
Joint Commission has this recommendation, Engelman et al., (2013) found that there are not
many resources available regarding how to assist deaf patients in emergency situations. A lack in
resources may be due to cost and the lack of awareness about Deaf culture (McKee et al., 2015).
However, it is important for emergency departments to have resources available if an interpreter
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is not present, as many deaf patients avoid primary care clinics because there is a better chance
of having an interpreter readily available in emergency rooms (Mckee et al., 2015).
Healthcare providers who have attended training sessions and have resources available
regarding how to care for a deaf patient state that they feel capable to assist deaf patients in times
of emergency (Engelmen et al., 2013). This is because they better understand Deaf culture and its
differences (Engelmen et al., 2013). Deaf patients consider certain situations such as not being
recognized as Deaf, disrespect towards their culture, and use of sign language as a major barrier
to accessing adequate healthcare (Dickson et al., 2014). Culturally Deaf people do not consider
themselves as having a disability and often believe that they have a special gift in being deaf:
Deaf gain (Bauman & Murray, 2010). Members of the Deaf community want their Deaf pride to
be acknowledged and they do not want to be evaluated based on the function of their ears alone
(Lane, 2005). If awareness of Deaf culture is made a priority it can lead to better patient
outcomes (Bartlett et al., 2008). Awareness may aid providers in recognizing the differences in
the culture and lead to improved care and rapport between Deaf patients and providers (Bartlett
et al., 2008).
Advancements have been made towards creating resources to assist deaf patients in
different areas of healthcare. Dentists and pharmacists have created apps to assist in bridging the
communication gap with their deaf patients (Campos et al., 2018; Chong et al., 2019). Ryan &
Kushalnagar (2018) found that deaf patients also like to communicate with their healthcare
providers by email or messaging. When creating resources for deaf patients, the creators of these
materials need to remember that deaf populations have lower literacy rates than the general
population (Neuhauser et al., 2013). Although there have been some advancements with
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resources for deaf patients in certain medical situations, there is still a lack of resources for deaf
patients in emergency situations.
Problem Statement
Many people are treated inadequately by healthcare providers because of language
barriers (Bartlett et al., 2008). Flores (2006) states that when it comes to caring for a patient,
“inadequate communication can have tragic consequences” (p. 230). Language barriers can go
beyond spoken language, they can impact unspoken language as well. According to the National
Institute on Deafness and Other Communication Disorders (NIDCD, 2016), one in eight people
in the United States over the age of 12 have hearing loss in both ears. Two percent of adults
between the ages of 44-54 have disabling hearing loss, 8.5 percent for those ages 55-64, 25
percent ages 65-74, and 50 percent of adults ages 75 and older (NIDCD, 2016). Due to the
prevalence of hearing loss, there is a need for a way to communicate with those who are deaf,
especially in emergency medical situations and this unprecedented time of COVID-19.
Purpose
The purpose of this study is to provide a resource to use in emergency situations in which
a deaf person is seeking medical attention and an interpreter is not present. It would be a good
database of questions medical providers could ask that are pertinent to patient safety and
outcomes. A possible way of communication is sign language. Due to the language barrier
between deaf patients and medical workers, a card with a link to a resource of important medical
signs and communication support will be provided to hospital employees to place in their ID
badges or pockets in case of an emergency to aid in treatment or understanding of deaf patients
and their symptoms.
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Significance of the Study
The availability and awareness of basic American Sign Language terms may make a
difference in the outcome of the care provided to the deaf patient by the healthcare team. This
resource could bridge the gap between the deaf patient and provider until an interpreter is
available and ultimately increase the health equity of the deaf population in which this resource
is being used. With resources available to help communicate with deaf patients in emergency
situations, there could be a decrease in negative outcomes and increase in patient satisfaction
(Bartlett et al., 2008).
Limitations of Terms
Barriers include the lack of utilization of the resource after distribution, funding of the
project, and distribution of the resource to appropriate recipients. This resource may not be
utilized if healthcare workers are not trained on how to use this resource correctly. Utilization
may also be an issue if healthcare workers are not fully aware of the importance of using this
resource during interactions with deaf patients when an interpreter is not available. With a lack
of funding, producing and distributing this resource may be difficult. Distribution may also be
difficult due to a lack of knowledge or interest of the resource by hospitals and healthcare
organizations.
Definition of Terms
Deaf: A person who defines themselves as a part of the culture of the Deaf community
and does not believe or accept that they have a disability (Lane, 2005).
deaf: A person who is unable to utilize their sense of hearing to adequately communicate,
understand and converse with others.
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Deaf Culture: Values, customs, social structure, community, knowledge, art forms and
norms of behaviors unique to those identifying as members of the Deaf community (Lane, 2005).
Deaf gain: The ability and opportunity to view humanity and the world itself in a more
visual way and without the distractions that the ability to hear might impair (Bauman & Murray,
2010).
Interpreter: A person who converts information from one language to another for the
purpose of mediating a conversation between two or more people.
Emergency Situation: An event or situation that immediately puts the health and
well-being of a person at risk.
Conclusion
Those who are deaf are at a greater risk of adverse events when seeking medical attention
due to communication limitations (Bartlett et al., 2008). This is because if an interpreter is not
present, the medical provider may miss important information, diagnoses, and may not be able to
convey their recommendations (Pendergrass et al., 2017a). Because of this, it is important for
emergency departments to have resources on hand if an interpreter is not available (Mckee et al.,
2015). Chapter two presents pertinent information in regards to current literature discussing
American Sign Language, Deaf culture, deafness and healthcare, deafness and emergency
situations, and current resources available to different providers when treating deaf patients.
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Chapter 2: Literature Review
Introduction
Communication between healthcare providers and their patients is of the utmost
importance. Without communication, a proper patient history cannot be obtained and vital
information may be missed. When emergency medical situations occur, quick and reliable
communication is even more paramount. However, certain populations of patients are not given
the same opportunities for proper provider-patient communication and are put at a higher risk for
medical errors to be made (Bartlett et al., 2008). The deaf population is one of these groups at
risk. During an emergency medical situation, medical staff may not have an interpreter available
for communication. This means the provider is essentially caring for the patient without the
ability to communicate effectively causing the patient undue physical and emotional stress given
the inability to ask questions or communicate consent. This literature review will present the
unique aspects of the deaf population including the primary language and culture for medical
providers to better understand how to care for those who are deaf. The literature review will also
explore the interaction of those who are deaf and healthcare, the role of interpreters, and how
emergency situations affect those who are deaf. Insight into what is being done to prevent
inappropriate care due to communication barriers and how to better assist those who are deaf will
also be reviewed.
Deaf Culture and Community
People in the Deaf community have a rich history and culture not unlike other cultures.
When discussing Deaf culture, the capital D in Deaf is used when discussing someone who
views themselves as culturally Deaf and not defined just by their inability to hear. When just
discussing hearing, the lower-case use of deaf is utilized (Lane, 2005). In 2010, there was
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estimated to be 36 million deaf individuals in the United States with 500,000 of them identifying
themselves as members of Deaf culture (Shuler et al., 2014). Those who identify with the Deaf
community are usually those who are born deaf or with profound hearing loss at a young age and
will likely communicate primarily in ASL (Pendergrass et al., 2017b). Culturally Deaf people do
not consider themselves as having a disability. They hardly consider that they are missing one of
the five senses, they consider it as something special about themselves and they often describe
this as “Deaf gain” (Bauman & Murray, 2010). Deaf gain is the ability and opportunity to view
the world in a more visual sense instead of from the perspective of a hearing person. It provides
the experience of viewing humanity in a different way (Bauman & Murray, 2010).
Deaf culture and community is often termed as the “Deaf-World”. The Deaf-World is
argued often as being its own ethnic group as it manages to have all the aspects of one. The
Deaf-World has their own values, customs, social structure, community, knowledge, art forms,
and norms of behavior. Members have the ability to pass their knowledge and culture on to the
following generations of Deaf (Lane, 2005). Their culture, though, is still quite unique. Cultures
are often linked with location, but Deaf people often must travel to congregate together and make
their own temporary places of physical community (Bauman & Murray, 2010). Also, many deaf
children may not be born into Deaf families and they may need to accept their culture throughout
their life (Lane, 2005). Over 95% of all deaf children grow up with a family or community that
has no experience with Deaf culture or ASL (Hauser et al., 2010). This is where it is crucial for
parents and educators to educate themselves on Deaf culture because many times deafness is
only seen as a disability even though the Deaf community disagrees (Bauman & Murray, 2010).
There are different identities recognized in Deaf culture besides just those who are Deaf
and accept the culture fully. There can be hearing children who have deaf parents which are
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known as CODAs (Children of Deaf Adults) (Bat-Chava, 2000). These children are considered
bicultural as they will likely grow up immersed in Deaf culture, but will also have the ability to
readily join in on the culture and community they were locally born into. There is also a term
used called “culturally hearing” in which a deaf person does not accept the Deaf culture and goes
through life accepting oralism as their true mode of communication (Bat-Chava, 2000).
Deaf culture also has a rich history of oppression. In the late 19th century, there was a
eugenics movement to try to ultimately eliminate deafness. Alexander Graham Bell is often seen
as the founder of this movement. He advocated that those who are deaf or who even had close
deaf relatives should not be allowed to marry and reproduce (Lane, 2005). Many children in
schools were required to turn-in family trees and if they were deaf or had close family members
that were deaf, they were often sterilized. By the year 1940, 30 states had the eugenics law in
place (Lane, 2005). Alexander Graham Bell also supported the idea of oralism. Oralism is the
idea that spoken language is far superior to signed language and the belief that signed language
has no linguistic capability (Senghas et al., 2002). In 1992, Boston University researchers
believed they found the “genetic error” for inherited deafness. This was seen as an amazing
advancement in the medical community, but it was seen as outrageous for the Deaf community.
They compared it to an act of genocide and oppression (Lane, 2005).
Members of the Deaf community have had many advancements and set-backs in the past
50 years. The Americans with Disabilities Act (ADA) was passed in 1990 which made it a
requirement to prohibit discrimination due to a person having a disability (Shuler et al., 2014).
This was an achievement as this new requirement helped to enforce adequate communication
and access to interpreters for the deaf people, but because of the ADA, it forced the Deaf people
to be labeled as having a “disability” (Lane, 2005). Deaf people continuously struggle as they
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feel they have a right to better communication and treatment, but they feel they are looked down
upon and less than others with the use of the term “disability” (Lane, 2005). Many members of
the Deaf community do not want to be evaluated by the function of their ears; they want their
Deaf pride acknowledged (Lane 2005).
American Sign Language
American Sign Language (ASL) is the primary language of the Deaf. It is a physical and
visual language that has no true written form (Bauman & Murray, 2010). ASL is quite elaborate
and many abstract ideas must be described using metaphors via hand gestures and movements
that correlate to different words. Difficult concepts and processes may not be able to be “said”
concisely with ASL, but ideas may be explained using the visual-spatial language (Bauman &
Murray, 2010). Because the language has no written form, many older deaf adults are bilingual
and learn to write in English (Dickson et al., 2014). Early learning of ASL helps deaf individuals
better master English later on (Lane, 2005).
In ASL, facial movements and markers along with certain hand gestures make up the
language’s linguistics. These facial movements help to describe verbs and adjectives, indicate
subject topics, and even help determine if the signer is asking a question or making a statement
(Senghas et al., 2002). The visual nature of the language requires both parties involved in a
conversation to maintain eye-contact or information expressed will be missed (Bauman &
Murray, 2010). A common misconception many people have about ASL and the deaf population
is that all deaf people can read lips accurately. This is not true as the most proficient of lip
readers can only truly lip read about 30% of a conversation and then make an educated guess as
to what they missed based on the information they were able to lip read (Shuler et al., 2014).
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When a person doesn’t know sign language, they may feel uncomfortable or uncertain
with how to communicate with someone who is deaf. It is important to get the deaf person’s
attention first. This means it is perfectly acceptable to wave your hand or tap their shoulder to get
their attention (Shuler et al., 2014). This helps to let the deaf person know you are about to
speak. Signifying that you are about to speak is respectful to the deaf population as it shows that
you do not want them to miss any information you are about to give (Shuler et al., 2014). Before
conversation begins, it is also important to ask a deaf person their preferred method of
communication (Shuler et al., 2014). It is also important to make sure that throughout the
discussion the hands and the face are completely visible at all times. It is disrespectful to stand in
front of bright lights or windows or to talk with a full mouth as these acts make it difficult to
fully “see” what is being said. The hands and face are the tools of the ASL language and even if
they are not being used, they should be visible (Shuler et al., 2014). When talking to a deaf
person with the use of an interpreter, one should still keep all of their attention on the person the
communication is meant for. Speak at a normal pace and do not shout (Shuler et al., 2014). If the
deaf person asks for something to be repeated, however small or insignificant the information
may be, repeat it. Denying them the opportunity to understand or be included in conversation
that is occurring around them is considered quite rude. This is called the “Dinner Table
Syndrome” (Hauser et al., 2010). Excluding them from any information at all makes it appear
that the speaker does not feel it is worth their time to provide that information and denies the
deaf individual from possible learning opportunities (Hauser et al., 2010).
Deafness and Healthcare
When there is a lack in the capability of a patient and their healthcare provider to
communicate, they are faced with a language barrier which can lead to unwanted complications
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(Hommes et al., 2018). According to Bartlett et al. (2008), those who have difficulty
communicating due to a physical condition are among a population that are more at risk of
having preventable adverse events in a healthcare setting compared to people who are able to
communicate without any limitations. This means that the deaf population faces the possibility of
being unintentionally injured or face complications when being cared for, not because of the
illness that caused them to seek medical attention in the first place, but because of the care they
are receiving from medical providers (Bartlett et al., 2008). The study by Bartlett et al. (2008)
found that the reason for these adverse events were mainly related to the drug that was
administered and poor clinical management of the patient such as inappropriate treatment, how
long it took to be treated, and the ability to oversee how the patient is responding. In fact, about
one-third of people who received treatment and experienced an adverse reaction needed to be
readmitted to the hospital (Bartlett et al., 2008).
Because there is a need for advancement concerning communication barriers, it is
important to have ASL interpreters present when communication takes place between a deaf
patient and a healthcare provider (Hommes et al., 2018). According to Dickson et al. (2014),
having an interpreter helps healthcare providers take a good medical history and review a
patient’s treatment regimen, which can lead to a good patient/provider relationship. Hommes et
al (2018) also writes that without an interpreter, there is a greater chance of inappropriate
diagnoses, medical error, and a decreased chance of the deaf patient following through with their
recommended treatment plan. One should also note that those who are deaf prefer to speak with
someone who speaks their own language because it means the person is able to recognize their
culture and note its uniqueness (Dickson et al., 2014). (Hommes et al, 2018) writes that it is
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important for healthcare to be discussed in the patient's first language because the information
being delivered is more effectively understood.
Understanding why and how to use interpreters in emergency situations is very
important. As of October 2015, 21% of the United States population did not speak English, they
spoke one of 380 other languages as their first language, including American Sign Language
(ASL) (Brenner et al., 2018). Because there is an association between a decrease in English
proficiency and poor healthcare access and outcomes, Title VI of the Civil Rights Law of 1964
was created (Brenner et al., 2018). Title VI states that U.S. hospitals and emergency departments
must provide interpreters to these patients (Brenner et al., 2018). Section 1557 of the Patient
Protection and Affordable Care Act specifically reinforces the legal requirement of healthcare
facilities to provide interpreting services to deaf patients or hard-of-hearing patients (Brenner et
al., 2018).
Interpreters are utilized to help communicate between individuals who do not speak the
same language. Oftentimes, these interpreters are working to re-express a signed message in a
target language and framing messages in appropriate cultural and social contexts (Brenner et al.,
2018). Interpretation for deaf or hearing impaired patients must be done face-to-face or using
video interpretation (Brenner et al., 2018). ASL interpreters take a signed language and translate
it into a spoken language (Meeks et al., 2018). Medical providers may continue to underuse
professional interpreters because of a lack of training on how to work with interpreters (Brenner
et al., 2018).
If an ASL interpreter is not present, some providers may use family and friends as
interpreters. However, this option can be unethical and even in some cases illegal, and also lead
to medical errors (Dickson et al., 2014). The errors made during interpretation by family and
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friends may be due to the fact that if a family member or friend is not completely fluent in ASL,
they may not be able to understand complicated medical language, let alone communicate what
the provider is trying to convey which can lead to misunderstandings (Pendergrass et al., 2017a).
Having a family member or friend interpret would also pose a threat to the privacy of the patient
and put the patient at risk of not being able to decide things for themselves as their family or
friends may interpret just what they want the patient or provider to know (Pendergrass et al.,
2017a). Also, in times of uncertainty a family member who is emotional may need to translate
and will not be able to communicate effectively which could lead to more harm.
There are several misconceptions regarding how and when to use an interpreter in the
healthcare setting. Dickson et al. (2014) recognizes that it is not plausible for every healthcare
provider to be trained in ASL due to the fact that the Deaf community is a minority group, which
stresses the need for an interpreter to be present. That being said, there needs to be more
awareness of the barriers surrounding the deaf community and healthcare. According to a study
conducted by Pendergrass et al. (2017) that interviewed nurse practitioners (NP) about their
understanding of the Deaf community’s healthcare needs, found that many NPs thought that if a
deaf person does not bring or ask for an interpreter then they prefer not to have one, and because
of this NPs felt that they may offend the patient by asking if they would like an interpreter
present. The same study found that if an NP needed to find and hire an interpreter they would not
know how. The NPs in the study also did not know if interpreters were voluntary or if they
needed to be paid, and if they needed to be paid, who would be paying them (Pendergrass et al.,
2017a) . According to the study, if it was the deaf person setting up the ASL interpreter, then the
NP did not expect there to be an interpreter fee (Pendergrass et al., 2017a). For many NPs, the
study found that they usually did not know that a patient was deaf until they were face to face
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with the patient, and then would need to decide if they were going to pursue an interpreter
(Pendergrass et al., 2017a). While some places may be able to schedule interpreters in advance,
rural clinics do not always have that luxury due to lack of interpreters in the area (Pendergrass et
al., 2017a).
It is important to note that the inability of the Deaf community to communicate with
medical providers does not fall on one specific side of the communication barrier, but difficulty
lies within many different aspects. When it comes to communication between those who are
deaf/hard of hearing (HOH) and their providers, providers do not always take into account that
being deaf has its own culture and variation in the words and phrases that they use (Dickson et
al., 2014). In fact, many deaf people do not read or write in English (Dickson et al., 2014).
Another important consideration is how providers choose to communicate with their deaf and
HOH patients. One must also take into account the fact that it is difficult to communicate
complex health information with those who are deaf and HOH because there is a lack of health
literacy within their population (Hommes et al., 2018). In a study that interviewed ASL
interpreters, the interpreters reported that healthcare is a different reality for those who are deaf.
For example, the interpreters noted that many patients were not able to understand what the
provider was asking them to do, and that a majority of providers neglected to use any method to
have the patient reiterate what they discussed to ensure understanding (Hommes et al., 2018).
The study also noted that many providers resorted to writing notes or having the patient lip read
even though they knew that an interpreter should be present. While many providers believed this
was adequate, their patients were left wanting more (Hommes et al, 2018). One reason is that
studies have shown that only about 30-45% of what is being said during lip reading is actually
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understood, meaning that the patient must guess what the provider is trying to say (Lieu et al.,
2007).
English is a second language to many deaf patients, therefore medical providers need to
know that deaf patients may not understand written communication (Brenner et al., 2018). Deaf
patients may not understand common medical terms because they have lower reading levels and
do not write in standard English (Brenner et al., 2018). The Joint Commission has encouraged
healthcare facilities to provide educational materials for deaf patients to help bridge the language
gap if interpreter services are not available (McKee et al., 2015). However, these
recommendations are hard to put into practice due to cost and lack of awareness of this legal
obligation (McKee et al., 2015).
The gap in health literacy poses a threat to the deaf community because it leads to lack of
knowledge about health conditions, what causes them, the symptoms they are experiencing, how
they can be treated, what risks they face, what medications they should be taking, and how to
prevent health problems from occurring (Dickson et al., 2014). Because of this, ASL interpreters
stress the importance of increased health literacy and education within the Deaf community
because it will allow those who are deaf to better communicate their needs and allow for more
input in their health decisions which can give those who are deaf more health independence
(Hommes et al., 2018).
Being able to access healthcare without facing barriers is a human right and increases
patient safety (Dickson et al., 2014). This does not only include being able to communicate, but
access to health literature for education purposes and access to medical care (Kuenburg et al.,
2016). According to Dickson et al. (2014), deaf people consider major barriers to healthcare as
not being recognized as being deaf, including disrespect regarding their cultural and lingual
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differences and their use of sign language. There are a few opportunities that would decrease
barriers in healthcare for those who are deaf, including trainings that would make healthcare
workers aware of the deaf community and how to appropriately care for those who are members
(Kuenburg et al., 2016), recognizing that writing notes, lip reading, and using familial
interpreters is inappropriate and does not meet the requirements of the law (Pendergrass et al.,
2017), and changing the approach to caring for those who are deaf to patient-centered care by
allowing for more patient advocacy through interpreters (Dickson et al., 2014).
Emergency Situations
In a time of a medical related emergency, those who are deaf face significant setbacks
regarding communication barriers. For example, in the time of an emergency, those who are deaf
struggle to get and share helpful information, which means they must rely on others to help them
navigate the emergency situation, which can also cause increased anxiety (Tannenbaum-Baruchi
et al., 2014). When there is an emergency situation, the likelihood of an interpreter being present
is rare (Tannenbaum-Baruchi et al., 2014). Tannenbaum-Baruchi et al. (2014) say that there is a
need for supportive plans for the deaf population in times of emergency. It is important to
remember that when planning for emergencies that those who are deaf do not consider
themselves disabled and should not be treated that way, and that it is critical for emergency
responders to be aware of the Deaf culture and its differences (Engelman et al., 2013). Because
of this, it is important to train emergency responders to recognize and respect the Deaf culture in
order to be able to help them. A study by Engelman et al. (2013) found that there is not much
information available regarding how to assist those who are deaf in emergencies and that many
different departments that aid in emergency situations receive little to no training regarding the
deaf population. Those who were provided training did not always choose to attend the training
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(Engelman et al., 2013). However, those who have reported attending trainings have said that
they feel more capable of assisting a deaf person in the time of an emergency because they know
about how they communicate and their need for an interpreter (Engelman et al., 2013). While
many deaf organizations are working hard to provide excellent medical services and resources to
those who are deaf, they have yet to offer classes pertaining to emergency preparedness which is
important in times of natural disasters and other emergency events (Engelman et al., 2013).
Engelman et al. (2013) stress that if emergency responders were trained to aid those who are deaf
or hard of hearing during emergencies, the Deaf community would not only benefit from better
treatments and increased safety, but also the opportunity to bring awareness to the Deaf culture,
which can lead to policy changes that would benefit those who are deaf in the future.
While emergency responders and situations require more training regarding the Deaf
culture (Engelman et al., 2013), there also needs to be a change in perception of emergency
department use by those who are deaf and change in how communication barriers affect
provider/patient interaction (McKee et al., 2015). Because of communication barriers and lack of
health knowledge within the Deaf community, the utilization of emergency departments is more
frequently used by those who are deaf than those who can hear (McKee et al., 2015). According
to Mckee et al. (2015), almost half of the emergency department visits by the deaf population
were non-emergent and of low condition acuity. Mckee et al. (2015) believes that the reason
behind the deaf choosing to use the emergency department instead of clinic visits or urgent care
is because there is more likely to be ASL interpreters present at the emergency department,
meaning there would be less of a communication barrier. Mckee et al. (2015) also notes that
many who are deaf who have a primary care provider cannot go to their primary care provider in
times of urgency because of the time it takes to set up an ASL interpreter or the probability of not

24

having an interpreter available on such short notice. This over utilization of the emergency
department could play a role in the inappropriate care those who are deaf receive in emergency
situations, and reducing emergency department use in non-urgent situations could lead to better
patient outcomes (McKee et al., 2015).
Similar Projects and Resources
Creating and using educational resources to help with communication between healthcare
providers and deaf patients is critically important, especially in emergent situations where
interpreters are not readily available. Several studies have been conducted regarding the effects
of resources on the care of deaf patients in different areas of medicine.
Many deaf patients who are not able to use an interpreter during their visits state that they
are reading the lips of their provider or communicating with writing (Reeves & Kokoruwe,
2005). These patients find lip reading hard because of either the provider talking too fast or
covering their mouths at times (Reeves & Kokoruwe, 2005). They also find written
communication difficult because they do not understand word choices or their provider's
handwriting (Reeves & Kokoruwe, 2005).
While creating resources for deaf patients, it is important to remember that deaf
populations have lower literacy rates than the general population (Neuhauser et al., 2013). When
creating resources the readability of these materials should not exceed a 4th grade level for deaf
patients (Neuhauser et al., 2013).
Campos et al (2018) focused on creating an app to help dentists communicate with their
deaf patients. The researchers began by forming a group of dentists, people from the Deaf
community, and interpreters to determine a list of relevant topics of communication barriers
during their care and the most important phrases used during these procedures (Campos et al.,
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2018). This group then narrowed this list down to 13 phrases and created videos to be uploaded
to their mobile app (Campos et al., 2018). The app placed the videos in different categories and
each had full text descriptions of the phrases that were used (Campos et al., 2018). All of the
deaf patients that tested the app were satisfied with their experience of care while using the app
(Campos et al., 2018).
Pharmacists also found that using apps to help communicate with deaf patients has
helped bridge the communication gap and has been found to improve the patient’s overall health
(Chong et al., 2019). The mHealth app was created to facilitate communication between
pharmacists and deaf patients who use ASL to communicate (Chong et al., 2019). The app
included videos that were in sign language and had subtitles as well as text descriptions about
what was in the video (Chong et al., 2019). Pictures were found to not be helpful because of the
chance of misinterpretation between individuals over what the pictures mean (Chong et al.,
2018). Some of these apps also have a schedule and reminders that help patients remember when
they are supposed to take their medications (Chong et al., 2018). From the perspective of the
providers, apps like these will help providers better understand their deaf patients and their
culture to better provide care (Chong et al., 2018).
Deaf patients who use social media for healthcare activities are more likely to
communicate with their healthcare providers by email or via the Internet; this has helped patients
remove some barriers of communication (Ryan & Kushalnagar, 2018). Utilizing patient portals
give these patients the option to communicate with their provider through email or messaging
(Ryan & Kushalnagar, 2018). This has helped younger deaf patients who use both the internet
and ASL for communication whereas older deaf patients mainly use ASL (Ryan & Kushalnagar,
2018). Patients also were more likely to communicate with their providers using the internet
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even if they had access to an interpreter for in person visits (Ryan & Kushalnagar, 2018). Adding
videos of ASL to these patient portals would also help bridge the gap in communication between
provider and patient, and give these patients better access to healthcare (Ryan & Kushalnagar,
2018).
Conclusion
It is important to recognize that when caring for someone who is deaf that they have their
own culture and language that is different from hearing cultures (Bauman & Murray, 2010). One
must be able to recognize there are communication barriers, which can put those who are deaf at
an increased risk of preventable adverse healthcare events (Bartlett et al., 2008). There is a lot
that needs to be done in regards to caring for those who are deaf, whether it be increasing health
education within the Deaf community or education about the Deaf community between medical
providers. In an emergency situation, the need for accurate communication is necessary for the
best patient outcome, which is why it important to train emergency responders to recognize and
respect the Deaf culture in order to be able to help deaf patients and have resources available to
people who work in emergency medicine to help ensure healthcare providers have everything
that is needed to accurately care for the patient. This is not a luxury, but a right of those who are
deaf.
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Chapter 3: Methodology
Introduction
This chapter will introduce the methods used to create and distribute a resource that
provides healthcare workers with a PDF that includes medical sign language terms and deaf
communication guidelines to be used in emergencies when an interpreter is not immediately
available. It is important to note that many people are treated inadequately by healthcare
providers because of language barriers (Bartlett et al, 2008). Flores (2006) states that when it
comes to caring for a patient, “inadequate communication can have tragic consequences” (p.
230). Language barriers can go beyond spoken language, they can impact unspoken language as
well. According to the National Institute on Deafness and Other Communication Disorders
(NIDCD, 2016), one in eight people in the United States over the age of 12 have hearing loss in
both ears. Two percent of adults between the ages of 44-54 have disabling hearing loss, 8.5
percent for those ages 55-64, 25 percent ages 65-74, and 50 percent of adults ages 75 and older
(NIDCD, 2016). Due to the prevalence of hearing loss, there is a need for a way to communicate
with those who are deaf, especially in emergency medical situations and this unprecedented time
of COVID-19. We will introduce the medical terms used and how the resource was made using
Microsoft Word and a QR code maker.
Rationale for Project
The organization we are working with is Tri-County Health Care in Wadena, MN
(Appendix A). It is a small rural hospital located in Wadena, MN. Tri-County Health Care has
been established in Wadena and has been serving their surrounding communities since 1925
(About Us Tri-County Health Care). This organization includes one hospital, seven rural clinics,
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and two physical therapy clinics. They focus on bringing quality care to the rural counties that
surround them. According to Tri-County’s mission statement (About Us Tri-County Health Care)
Tri-County Health Care is committed to improving the health of the communities we
serve. Our vision and mission are the core of our organization and the foundation on
which the four pillars below are built. We are devoted to providing you with exceptional
customer service and care, to raising up knowledgeable and enthusiastic employees, to
approach each endeavor while being financially responsible and to work in partnership
with the communities and people we serve. (para. 10)
The population being served are the providers of the Tri-County Health Care system who may
need to communicate between deaf patients and the deaf patients themselves who may interact
with providers using this tool. According to the Minnesota State Demographic Center, in 2015
there were 193,400 people with a hearing disability in the state of Minnesota (Egbert, 2017).
These people may choose to use the selected healthcare system in the event of an emergency,
which is why it is important to have a resource on hand.
The Tri-County Health Care system is in need of a resource to help bridge the
communication gap between deaf persons in the case of emergency because due to their location,
there is not an in-person ASL interpreter readily available. Having an ASL resource on hand is
especially important because by law, there needs to be proper communication for all populations
in healthcare settings (Brenner et al., 2018). Due to Title VI of the Civil Rights Law of 1964,
more places like Tri-County Healthcare need extra resources for communication, especially
within the deaf population (Brenner et al., 2018). The research group has the knowledge and
background in regards to deafness and communication and has provided an adequate and
complete resource to fill the need described above. With researchers' help, the resource not only
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fulfills the communication needs of the deaf population in an emergency, but is also easily
accessible. The predicted outcome of this project would be to help decrease the language barriers
between healthcare providers and deaf patients in event of an emergency. An increase in
communication is beneficial to the organization because it creates better rapport with deaf
patients as well as helps in the avoidance of misdiagnoses and poor health outcomes (Bartlett et
al., 2008).
Population
The population that is utilizing this resource is healthcare teams in the emergency room
of the Tri-County Health Care hospital and deaf patients who make use of the emergency room.
The Wadena population is predominantly white, followed by Hispanic and African Americans.
About 22% of the population lives below poverty and a majority of the population has health
coverage (Wadena, MN Census Place. 2019). There is a 1,261 to 1 patient to primary care
physician ratio (Wadena, MN Census Place. 2019). Documentation of percent of deaf population
was not found for Wadena County. However, in 2015 Minnesota State Demographic Center
released a survey by the U.S. Census Bureau that highlighted the demographics of disabilities
within the state of Minnesota. It was found that 193,400 Minnesotans have a hearing disability.
(Egbert, 2017). The population the research impacts is selected based on the hearing status of the
patient, if they know sign language, and whether or not they come into the Tri-County
Healthcare emergency room for care. This hospital was chosen to participate because of a
connection with a member of the research project team.
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Project Plan and Implementation
The research group created an online resource in the format of a PDF with commonly
used medical and general American Sign Language (ASL) signs as well as an ASL fingerspelling
alphabet (Appendix B). This resource has illustrations, pictures, and resources for contacting
interpreters in Minnesota. A Quick Response (QR) code was created by submitting the resource
document to FlowCode, an online QR generator. The QR code links with the created resource
after taking a picture of the code with one’s phone. The research group printed out business cards
with the QR code on it to be worn in the name tag holders of hospital employees. The product
was distributed to Tri-County Health Care by a team member in order to meet their need for a
resource regarding deaf communications.
Ethical Implications
The resource is to be used in terms of an emergency situation in which an interpreter is
not immediately available. This resource does not take the place of an interpreter and one should
still be contacted and utilized as soon as possible. This is addressed by educating the users of the
resource on the need to find an interpreter as soon as possible by listing a disclaimer about
appropriate use on the resource card itself.
Project Tools
The resource is a business card sized handout with a QR code printed on it which directs
the person scanning the code to a PDF document. The document includes general
communication guidelines for conversing with deaf persons, the American Sign Language
fingerspelling alphabet, and medical sign language terms that may be useful in emergency
situations. A disclaimer discussing the importance of obtaining an interpreter as soon as possible
is also listed on the card as the resource should be used only until an interpreter is present. A
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disclaimer protecting the creators from liability issues was also added. This resource has
illustrations, pictures, and contact information for interpreters in Minnesota. We used images
obtained from the Office of Deaf Access in California (Appendix C). A QR code that links with
the resource was created. After the QR was created, we ordered cards from GotPrint that are
small enough to be put into name tag holders with the QR code on it as well as a disclaimer
about proper use printed on it. Any person with a card can use their phone to scan the code for
quick access to the resource.
Potential Barriers
Because we solely distributed the resource to the hospital community, some possible
problems in carrying out proper use of our resource would be a lack of utilization and
distribution to appropriate recipients by the healthcare team. A lack of utilization may occur
without proper training on how to use the resource correctly and if healthcare workers do not
understand the importance of the resource. In order to increase utilization and distribution, our
group included directions on how to use this resource and its importance when the resource was
delivered to the hospital. Our illustrations themselves could also be a barrier for our resource use
if they are not clear enough for the reader to understand and re-create. A barrier we overcame
was concern for copyright when choosing images for our resource. We worked through this
barrier by contacting the California Office of Deaf Access to obtain permission to use their ASL
illustrations in our resource. Prior to the printing of the resource Bethel withdrew their
permission to allow use of their logo and name due to liability concerns of their attorney.
Because of this the Bethel logo was removed and an expiration date of when the card would be
last updated was added to protect the creators of the resource from legal issues. A disclaimer
about the user of the resource acknowledging that the creators are not responsible for the
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outcome/use of the resource and assuming all responsibility of the use of the source was also
added.
Conclusion
This chapter reviewed the population in need of our resource, the need for the project,
and the methodology of how the resource was created and utilized. Chapter four will further
discuss the use of the resource, and any limitations that were met. We will also discuss any future
projects that could be done in relation to our own and further possibilities and uses of our project.
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Chapter 4: Discussion
Introduction
The resource created for this community project was intended to provide a source for
emergency medical providers in times when an ASL interpreter is not available so that they can
communicate and provide the best care for their patients who are deaf or hard of hearing. The
final product and distribution will be discussed below, as well as how our goal was met and the
limitations we faced. In conclusion, future distribution ideas and advancement of the project will
be discussed.
Summary of Results
Language barriers lead to inadequate treatment by healthcare providers if they are not
properly addressed (Bartlett et al., 2008). This includes not only spoken language, but unspoken
language as well. One in eight people in the United States over the age of 12 have hearing loss in
both their ears according to the National Institute of Deafness and Other Communication
Disorders (NIDCD, 2016). Because deafness and hearing loss is so prevalent in our healthcare
system, there is a great need to provide proper communication to this population, especially in
times of an emergency.
More resources are needed to aid healthcare professionals and their deaf patients in
situations where interpreters are not available. This resource could bridge the communication
gap until an interpreter is available. With this resource available to assist in communication with
deaf patients in emergency situations, there could be a reduction in negative outcomes and better
patient satisfaction (Bartlett et al., 2008). The population we are working with is located in a
rural location in Minnesota. Due to their location, there is not an in-person ASL interpreter
readily available. It is important for rural hospitals and other healthcare settings to have an ASL
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resource on hand because proper communication for all populations is required by law (Brenner
et al., 2018). Title VI of the Civil Rights Law of 1964 requires healthcare systems to have access
to interpreters and extra resources for communication when interpreters are not present (Brenner
et al., 2018).
Our created resource was delivered to Tri-County Healthcare in Wadena, MN and
distributed to their staff. The resource was also given to the class of 2022 Bethel University
Physician Assistant Program students for use. The small business card with the QR code link to
our online resource was designed to be easily accessible by keeping it in a name tag holder,
phone case, or pocket. Once the resource was delivered, it became the responsibility of the user
if they wanted to utilize it or not.
The final product is titled “Basic Medical ASL for Emergency Situations” but is more
than a dictionary of terms/signs. It begins with a disclaimer stating that the resource should not
be used in place of an interpreter, but only to bridge the gap until an interpreter can arrive.
Dickson et al. (2014) states that having an interpreter helps healthcare providers take a good
medical history and review treatments with the patient. Without an interpreter present, there is a
greater chance of medical error, inappropriate diagnoses, and a decreased chance of the patient
following through with their treatment (Hommes et al., 2018).
The resource also includes a section on American Sign Language itself, which is
important because some providers may not realize what ASL is and why it is important
(Source?). ASL is the primary language of the Deaf (Bauman & Murray, 2010). There is no
written form of ASL as it is a physical and visual language (Bauman & Murray, 2010). With that
in mind, if a Deaf person can read and write in English, they are considered bilingual (National
Institutes of Health, 2019). Not all Deaf persons can read/write in English, which is why having
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an ASL resource is important (Dickson et al., 2014).
Another informative section discusses how to communicate with deaf persons. It includes
clinical pearls and things a provider should not do to ensure the best patient outcome. Some of
the tips discussed included knowing how a patient prefers to communicate (ex: ASL, lip reading,
text); maintaining eye contact and avoid covering the mouth; use of visual aids, diagrams, or
pictures to explain medical concepts; and to continually reassess that a patient is understanding
(National Deaf Center, 2019). Other important information included was the need to understand
and utilize interpreters, to not let friends/family members interpret in place of a professional, ask
a patient if they would like an interpreter even if they do not request one, and to advocate for the
presence of an interpreter (Dickson et al, 2014 and Pendergrass et al A, 2017).
Another important aspect of the resource created is a section dedicated to resources in
Minnesota for ASL interpreters that providers can contact if they need an interpreter. This is
important because a study by Pendergrass et al. (2017) found that many of the nurse practitioners
interviewed did not know how to find an interpreter if needed. This resource lists local
Minnesota numbers that can be called and a link to resources if needed by providers, eliminating
the confusion about who to call, decreasing the time it takes an interpreter to arrive.
In terms of communication, the pamphlet includes the finger spelling alphabet, numbers, and
important medical sign language terms. Some of the medical sign language terms included are
ache/pain, allergy, assist/help, blood, ear infection, hurt, injection, pill, sick, and several other
key terms. These simple terms can help to bridge the gap of communication between the patient
and provider and can help avoid miscommunication. Using these key terms can also help
discourage family members or friends from trying to step in to interpret for the patient. Family
and friends may not be fluent in ASL or may not understand medical language which could lead
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to further confusion and misunderstanding. Their presence and communication may also threaten
the privacy of the patient (Pendergrass et al., 2017a).
Limitations
During the process of working through this project and creating our resource we did not
have many unexpected obstacles. One unexpected result was that we had only gathered signs
from one source to use for our resource. We had originally expected to obtain signs from
multiple different sources to use for our project. However, after we were granted access to use
signs from the Office of Deaf Access in California (Appendix C), we did not find it necessary to
look at other sources to use for our project at this point in time.
Benefits to Community Served
The community we are serving is Tri-County Health Care and the residents of Wadena
County. This community is in need of a resource to help overcome communication barriers
between healthcare providers and deaf patients in cases of emergency due to their rural location.
Title VI of the Civil Rights Law of 1964, requires healthcare systems like Tri-County Health
Care to provide interpreters and communication resources to patients who do not speak English,
including patients who are deaf (Brenner et al., 2018). The resource created would fulfill the
communication needs of the deaf population in emergency situations. An increase in
communication between healthcare providers and deaf patients is beneficial to the organization
as it avoids poor health outcomes and creates better rapport with deaf patients (Bartlett et al.,
2008).
Further Projects
While this resource is adequate in providing information about how to communicate with
Deaf persons who utilize ASL, it can still be advanced to be better. For example, more ASL signs
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can be added to the pamphlet and the Minnesota resources (phone numbers to contact
interpreters) can be more organized to show the specific regions that the interpreters work. We
also discussed that continual distribution to rural areas, medical services/providers, or
organizations would further the resource in terms of resource availability and awareness of Deaf
persons and their communication needs. Another idea is to provide a handout to be distributed to
facilities that contain the same QR code that can be hung on the wall and a person can scan it on
their way to see a Deaf patient. Also, the general idea for this project can be implemented with
any language as it provides information about the language, communication tips, and medical
phrases that could be helpful in emergency medical situations when an interpreter is not yet
present. Efforts needed to improve our project further would include more advanced technology
like creating a phone application for our resource, creating videos demonstrating common
medical phrases, and creating a search option for quick discovery of signs and tips for
communication with deaf and hard of hearing patients.
Conclusion
Our community service project was created to bridge the gap in communication between
deaf patients and healthcare providers especially in the setting of emergency situations or when
an interpreter is not readily available.
In the literature review, topics important to understanding Deaf culture/community, ASL,
deafness and healthcare, and emergency situations were discussed. As medical providers one
must recognize that their patients may be deaf or hard of hearing and may have their own culture
and pride. Many people who identify as “capital D Deaf” (those who have hearing loss, accept
Deaf culture, and utilize ASL) do not consider themselves as having a disability (Bauman &
Murray, 2010). ASL is a physical and visual language and is the primary language of the Deaf
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(Bauman & Murray, 2010). Because this language has no written form, written English cannot
always be relied on for communication as not all deaf people are fluent in ASL and English
(Dicskson et al., 2014). Lip reading is also not a part of ASL and it should not be assumed that
Deaf people can read lips (Shuler et al., 2014). Before the initiation of any conversation with a
deaf individual, it is important to ask them their preferred method of communication as this can
vary from person to person (Shuler et al., 2014). Providers who do not speak ASL may face a
language barrier when treating patients whose primary language is ASL. These communication
barriers can put deaf persons at an increased risk of an adverse healthcare outcome that could
have originally been prevented (Bartlett et al., 2008). This is why by law an interpreter must be
present (Brenner et al., 2018). However, there are some circumstances that would prevent an
interpreter from being readily available, such as in an emergency. In an emergency situation, the
need for accurate communication is necessary for the best patient outcome (Bartlett et al., 2008).
While efforts to train emergency responders to recognize and treat persons who are deaf have
been made, there has been little interest by emergency responders and information about how to
care for deaf patients still remain low, making resources about communicating with persons who
are deaf through ASL necessary to ensure patients are appropriately communicated with and
cared for until a professional interpreter can arrive (Engelman et al., 2013).
We gave our resource to the healthcare teams in the emergency department of the
Tri-County Health Care hospital. The resource will be used with deaf patients that know sign
language and are in the emergency department at this hospital.
The resource created is a business card that contains a QR code and a disclaimer about
proper use. These cards are small enough to be put onto the name badge holders that the
healthcare team uses. This QR code directs the person scanning the code with their phone to the
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PDF pamphlet that was created. This pamphlet includes general communication guidelines for
conversing with deaf patients, an American Sign Language fingerspelling alphabet, numbers, and
medical sign language terms that are useful in emergency situations. All of these signs are shown
in illustrations on the document. These illustrations were obtained with permission from the
Office of Deaf Access in California (Appendix C). It also contains a disclaimer that discusses the
importance of obtaining an interpreter as soon as possible as the resource does not take the place
of an interpreter, and should only be used until an interpreter is available.
After reviewing many articles in regards to language barriers, communication laws,
patient outcomes, deafness, and healthcare, it is evident that a lot still needs to be done in regards
to improving healthcare for patients who are deaf. Our resource is a step in the right direction in
regards to creating a resource that can be used to help communicate with these patients in times
when interpreters are not available. It is important to train emergency responders to understand
Deaf culture and how to properly communicate with their patients in order to help accurately
care for deaf patients. In emergency situations, proper and accurate communication is necessary
for the best patient outcomes, which is why our resource is useful to medical providers. The goal
for this project was to provide a resource to a small rural community with a communication
need, but we hope to reach other communities and providers in Minnesota who may also benefit
from the resource.
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